Ureteric double J stenting is one of the important urologic procedures which is not free of complications. We report a case of a 55-year-old male patient who presented with macroscopic hematuria after DJS insertion. Angiography confirmed the presence of an intra-renal pseudo-aneurysm . Selective arterial embolization was performed successfully. Because of the rarity of the case, we decided to report it and review the literature on the subject
INTRODUCTION
Renal artery aneurysms constitute 22% of all visceral aneurysms, and their prevalence in the population varies from 0.01% to 1.0% [ 6 ] . Intrarenal aneurysms constitute 17% of all renal artery aneurysms [ 7 ] ;The incidence of iatrogenic renovascular lesions has increased significantly, with the increase in the performance of minimally invasive urological procedures. [ 14 ] Intra renal pseudo-aneurysms are more commonly described as a complication of percutaneous procedures [ 15 , 16 ] ,and there are few reports of this complication following endourological surgeries [ 17 ] .The objective of this paper is to report an intra-renal pseudoaneurysm following DJS insertion. To our knowledge, there is no documented report for such a case.
CASE REPORT
A 55year old male patient , known ischemic heart disease ,diabetic, hypertensive & hypercholesterimic ,had a history of ureteric injury ,at the junction between the middle & the lower third , secondary to a complicated left ureteroscopy & laser stone fragmentation . That was managed by DJS insertion.
Six weeks latter, the patient underwent removal of the DJS & retrograde pyelography which showed stricture at the lower third of the ureter, at the crossing of the iliac vessels, corresponding to the previous area of perforation. A Guide wire was introduced ,then ureteroscopy was performed which confirmed the stricture . Balloon dilatation was then done.
Over the guide wire , ureteric dilatation using the balloon Ureteral dilator size 7F (4cm length balloon ) was done under fluoroscopy guidance. 1.5 ml of dye was used to inflate the balloon .The balloon was kept inflated for 3 minutes.
During dilatation , the balloon ruptured & fluoroscopy showed dye leaking ,at the stricture area, into the retroperitoneal space surrounding the left iliac vessels course signifying ureteric perforation.
Intra operatively , the patient was vitally stable & no bleeding could be identified. Next, the balloon was withdrawn & size 6F DJS was inserted smoothly over the guide wire to bridge the site of perforation.
Post operatively, the patient was vitally stable with minimal hematuria.
At the second day post operative, the patient developed acute coronary syndrome with chest pain . Cardiac enzymes & ECG where all with in normal. .He was managed by Tridil (Nitroglycerin) infusion (from 10meq/min tapered to 2meq/min till discontinued)& Isordil (Isosorbide dinitrate) 5mg sublingually TID for 5days after which the patient was discharged in a good general condition, stable vitals, clear urine & hemoglobin of 12g/dl. Five days latter , the patient presented to the Emergency department with frank hematuria with clots. There was no history of direct kidney trauma nor dysuria.
The patient was conscious, oriented with Bp 150/80, pulse 105 .
Abdominal examination was within normal. His lab investigations : CBC: wbcs 9.95 , Hb 7.6 , Plt 424, Coagulation profile was normal.
Creatinine 126
The patient was admitted to the surgical ward. Intravenous fluids were started & Foley's catheter (3 way with irrigation) was inserted.
Two units of PRBCs were transfused , Fortum (Ceftazidime) 1gram I.V Q12 h was started .
Because of the recent ureteric perforation near the crossing of the iliac vessels, the patient was presumed to have uretero-iliac fistula C.T angio was done which showed left perinephric collection. The crossing point of the left ureter over the left iliac vessels , with DJS at normal position and the iliac vessels were clearly visualized. This ruled out uretero-iliac fistula. ( Figure 1 ).There was no dye excretion in the bladder during the arterial phase .
The three dimentional reconstructive pictures of the C.T angio showed an out pouching vascular lesion in an intrarenal arterial branch. ( Figure 2&3) Angiography was then done . The left iliac artery was seen with both main branches & the crossing area under the ureter was visualized . Neither uretero-iliac fistula nor dye leaking into the ureter & bladder was identified. During selective left renal angiography , left intra renal pseudo-aneurysm (2.6x1.3mm) of an upper pole posterior interlobular artery was identified medial to the DJS coil.
Super selective embolization was done with 355-500 contour particles, which resulted into closure of the pseudoaneurysm.
After the angio-embolization, the urine cleared up. His Hb was stable & he was discharged 72 hours after the embolization.
His DJS was removed six weeks latter. Three months later, an IVP , Renogram showed no stricture & kidneys were normal.
DISCUSSION
Ureteral stents represent the most mature application of an indwelling endoluminal splint, having first been described by Zimskind et al in 1967. [ 1 ] Certain consequences can be anticipated with implantation of a foreign object into the urinary tract. There can also be unexpected complications. [ 19 , 20 ] But no report of Intra renal pseudo-aneurysm secondary to DJS insertion has been reported.
The incidence of pseudo-aneurysm reported in the literature following percutaneous nephrolithotripsy ranges from 0.6 to 1%, and following percutaneous renal biopsy, from 2 to 3.4%. Phadke et al [ 14 , 16 ] in a retrospective study involving 2,108 percutaneous procedures, observed the formation of pseudo-aneurysms in only 0.9% of the cases. The main presentation of intra renal pseudo-aneurysm is frank hematuria with significant drop in hemoglobin.
The presentation can be late as long as 30 days [ 10 ].But still, patients may be asymptomatic for years and the pseudoaneurysm may expand and rupture even before the diagnosis is made. [ 3 ] Angiography is considered as the golden standard tool for diagnosis and treatment with selective embolization for intrarenal arterial lesions due to trauma or percutaneous procedures with non-controlled or recurrent hematuria. [ 5 , 8 , 9 , 11 , 12 , 13 ] Doppler ultrasound can be used to diagnose pseudoaneurysm [ 4 ] .
C.T angio with three dimentional reconstructive films can be diagnostic as in our case , which will eventually need angiography for confirmation & embolization.
Even in the case of uretero-iliac fistulae ,angiography is the role for diagnosis & therapy with angiographic stenting to close the fistulae tract. [ 18 ] As the only insult to the kidney was DJS insertion ,we speculate that DJS insertion was the cause for the pseudoaneurysm formation. This might occur due to arterial injury by the guide wire.
We were misled in the beginning because of the rarity of the case and the history of dye leaking along the course of the iliac vessels .Therefore our first working diagnosis was uretero -iliac fistula.
We can add DJS insertion to the list of causes for intra renal pseudo-aneurysms.
CONCLUSION
Intra renal pseudo-aneurysm can occur secondary to PCN, PCNL, renal biopsy and renal trauma. In our case we described another reason for intra renal pseudo-aneurysms which is DJS insertion .When suspected, doppler ultrasound or C.T angio with three dimentional reconstructive films can be used primarily, but still the golden standard is angiography for the simultaneous definitive diagnosis & treatment .Intra renal pseudo-aneurysm should be considered in the differential diagnosis in patients with massive hematuria following DJS insertion.
